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DEVELOPMENT OF EMS AND EMS SYSTEMS
The 1960s and Earlier
Until the 1960s, emergency medical care had received little attention in most communities or from health care providers. Care at the scene of an emergency was based largely on first aid, and emergency departments (EDs) at many hospitals could themselves do little for the severely ill or injured.1
Recognizing a Need
In the United States, EMS first became the focus of widespread and continuing attention following publication in 1966 of the landmark report of the National Academy of Sciences (NAS) and National Research Council (NRC), Accidental Death and Disability: The Neglected Disease of Modern Society (NAS/NRC, 1970a). Pointing to trauma, especially motor vehicle crashes on highways, as the leading cause of prolonged disability and as the fourth major cause of death in the United States, the report raised considerable concern among policymakers, health professionals, and the public because of the limitations and deficiencies it documented in the EMS systems of the day.
At the time the NAS/NRC report was issued, neither prehospital nor hospital services were adequate for emergency medical care. Although a few communities provided ambulance services through their fire or police departments, the report estimated that morticians provided about 50 percent of such services. This rather pessimistic approach to prehospital care arose, in large measure, because hearses were the only available vehicles that could accommodate stretchers. No specific training was required for ambulance attendants and many had very little. Most EDs appeared able to offer only advanced first aid (NAS/NRC, 1970a). Only a few hospitals had the staffing, equipment, and facilities needed to provide complete care for the seriously injured or ill. Although the 1966 report focused on the needs of trauma victims, many of the concerns and recommendations applied to emergency care for illness as well.
Work in two areas set the stage for a strong response to the NAS/NRC report. First, surgeons with military experience in Korea and Vietnam recognized that trauma care available to wounded soldiers was substantially better than the care available to civilians (Boyd, 1983). The need for rapid response to serious injury had long been recognized on the battlefield, and the medical services of the U.S. military had developed increasingly sophisticated systems of triage, transport, and field hospital care for casualties (NAS/NRC, 1970a). Important aspects of that experience were directly applicable to the civilian setting. In particular, the growing interstate high-vey are based on reviews of a sample of patient records from hospitals within the survey's sampling units.   An alternative estimate of injury hospitalizations, 600,000 in 1985 for children ages 0 to 19, is derived from applying hospitalization rates observed in a Massachusetts injury surveillance program to the national population (Guyer and Ellers, 1990).
